Comment
inserted. Air was inserted to produce a cuff pressure of 25 cm H 2 O. The tube was secured at 18 cm at the lips, resulting in easy hand ventilation with bilateral air entry on auscultation, and the patient was put onto the ventilator without problems.
The ICU nurse at the bedside noted an audible leak within a few minutes, after the chest X-ray was performed. On examination, air entry remained audible bilaterally, but the tidal volumes had dropped and there was an obvious cuff leak. The cuff was inflated with a further small amount of air, but this did not improve the leak, and the cuff pressure was now measured at over 80 cm H 2 0. The decision was made to replace the ETT. The ETT was railroaded over a bougie and ventilation recommenced without incident.
On examination of the original tube the tie was noted to have enclosed the pilot balloon tubing causing a kink at the junction of this tubing and the ETT (see Figure 1 ). This had prevented effective cuff inflation. When the tie was removed and the kink was relieved the cuff functioned normally.
Although this problem was resolved rapidly with reintubation, an ongoing, untreatable leak from cuff inflation failure could have exposed the patient to significant morbidity. Previous case reports describe a similar complication relating to the use of a bite block 2 and difficulty in cuff deflation resulting in failed extubation. 3 In our Trust, ICU nurses tend to secure and tie tubes once the patient is intubated. We appreciate now that the tying of ETT tubes is a joint responsibility and suggest a quick visual check of the pilot balloon tubing and tie positioning could ensure this particular complication would not be repeated. 
Katherine Grant

Regional variations in outcome of patients with neurosurgical emergencies
T he review by Highton and Smith into the intensive care management of subarachnoid haemorrhage is timely. 1 Evidence is now available from the UK as to the outcome from subarachnoid haemorrhage by individual neurosciences centres. 2 Both in the USA and in the UK, improvement in outcomes is related to higher caseloads, arguing for regionalisation of care. 2, 3 Crude analysis of the data provided by McNeill et al would suggest that the best-performing centre had 54 additional survivors compared to the national average over a six-year period. More worryingly, the poorest performing had an additional 54 deaths compared to the average. Or in individual patient terms, you have a more than double the chance of dying if treated in certain centres. The authors in the UK study rightly point out that some of the differences may result from the different casemix of centres or if the treatments offered by centres varied widely. The Francis inquiry into care provided by Mid Staffordshire Hospitals NHS Foundation Trust should remind us that blaming the data might not unearth the real causes. 4 The outcome data from the RAIN study (Risk Adjustment in Neurocritical care) is eagerly awaited. 5 This study aims to provide clinicians with information on the optimum location and comparative costs of neurocritical care for severe traumatic brain injury. 
University Hospital Southampton NHS Foundation Trust
Correspondence regarding: Delirium uncovered I read with interest the review article 'Delirium uncovered' in the January edition of JICS. 1 I agree with the authors that delirium is an extremely important issue in the ICU and one that is underappreciated. During the writing of the article, the authors may not have been aware that the Society of Critical Care Medicine (SCCM) were in the process of reviewing their guidance on delirium. Thus the statement on page 57 that haloperidol is recommended by the SCCM for the pharmacological treatment of delirium is now incorrect, 2 with the authors of this recent guidance saying: 'In the previous version of these guidelines, the recommended use of haloperidol for the treatment of delirium was a Level C recommendation based only on a case series. These data did not meet the evidence standard for this version of the guidelines ... There is no published evidence that treatment with haloperidol reduces the duration of delirium in adult ICU patients ... We suggest that in adult ICU patients with delirium unrelated to alcohol or benzodiazepine withdrawal, continuous IV infusions of dexmedetomidine rather than benzodiazepine infusions be administered for sedation to reduce the duration of delirium in these patients.'
In my view it remains unclear whether dexmedotomidine is those who are apparently performing poorly to further analyse their data, seek out measures to improve care if necessary and aim to offer patients the best of care wherever they are treated?
Intensive care-led echocardiography and FICE accreditation W e read the article by Dr Alam and colleagues with interest as it reports the feasibility and utility of an echocardiography service performed by intensivists. 1 Doctors delivering this service were all BSE-accredited in transthoracic echocardiography (TTE) and performed full studies in 96% of cases. This impressive level of qualification and practice is unusual among non-cardiologists because the required logbook case mix for TTE-accreditation is difficult to obtain outside a dedicated Fellowship and may not always reflect their routine clinical practice.
Clinical questions that intensivists ask are often quite different to those of the cardiac physiologist, which is why the Intensive Care Society and British Society of Echocardiography have developed the Focused Intensive Care Echo (FICE) and Advanced Critical Care Echo (ACCE) training programmes. 2 Since the launch of FICE in November 2012 it has received considerable interest from the UK intensive care community and has an ever-expanding network of registered mentors nationwide. Designed to be deliverable within a six-month period and reinforced by rigorous governance with mentorship, supervision and triggered assessment, FICE covers relevant subjects like hypovolaemia, fluid-responsiveness and the bedside diagnosis of shock. FICE-approved mentors and courses can be found on the ICS website. 3 Echocardiography has much to add to the diagnosis and haemodynamic assessment of critically ill patients and is likely to become a core skill for intensivists of the future. We congratulate Dr Alam and colleagues for introducing such a service and invite all potential candidates and mentors to register with FICE and potentially do the same in years to come.
